Microscopy was performed by examination of a wet film of the uncentrifuged specimen at a magnification of x 400. The presence of epithelial cells, white cells, red blood cells and bacteria per high power field was noted and recorded semiquantitatively on a scale + to + + +; + = less than 5 white blood cells per high power field, + + = 5-10, and + ++ = more than 10.
A considerable number of the specimens examined in a routine diagnostic microbiology laboratory are urine (in our laboratory 31%). The diagnosis of urinary tract infection is usually based on the semiquantitative culture of urine samples. ' True negatives + false negatives
The results are detailed in the table.
Sixty nine of the 371 urine samples were negative by the Uristat test, but in 13 of these pus cells were seen on microscopy, and culture of all 13 yielded significant numbers of bacteria E coli (n = 10), Proteus sp (n = 2), Streptococcusfaecalis (n = 1), a false negative rate of 19%. Of the remaining 302 urine samples positive by the Uristat test, 172 (57%) were falsely positive when compared with culture. Overall, the sensitivity of the assay was 91%, the specificity 25%, the negative predictive value 81% and the positive predictive value 43% (table) .
When the data were reanalysed to exclude the urine samples in which antibiotic activity was detected the results were very similar with a specificity of 28% and a sensitivity of 90%.
The results were compared with the two other screening methods often used to predict urinary tract infection. Microscopy in our series had a sensitivity of 96%, a specificity of 57%, a negative predictive value of 96% and a positive predictive value of 58%. False positive results were found in 42% of cases, but false negative results were found in only 4%. The dipstick method had a sensitivity of 92%, a specificity of49%, a positive predictive value of 53%, and a negative predictive value of 90%. The false positive rate was 47% and the false negative rate was 10%.
The manufacturers recommend that a urine sample should be considered infected if the specimen was positive both by culture (> 105 cfu/ml) and either positive by the leucocyte esterase test or positive for the presence of pus cells by microscopy. Urine samples were defined as non-infected if all of these three parameters were negative. Using these criteria, the sensitivity is 90% and the specificity 26%, values essentially the same as these obtained when culture alone was used to define urinary The presence of pyuria as an indication of host response is often used to confirm infection. If pyuria alone was used to define urinary tract infection, however, the specificity of the Uristat test was 29% with a sensitivity of 88%. These values were not dissimilar to those in the table.
In the original study by McKenzie and Young patients were diagnosed as having a urinary tract infection on the basis of the presence of urinary antibody and symptoms. It is impractical to take symptoms of urinary tract infection into account in any screening test.
Furthermore, it is particularly difficult to assess symptoms in a geriatric population where asymptomatic bacteriuria is common.'3 Perhaps the Uristat test would be more reliable if symptoms could be scored with confidence.
The ideal screening test for urinary tract infection should be rapid, inexpensive, easy to perform and have relatively high values of sensitivity and specificity. We obtained results for urinalysis by dipstick and microscopy which were comparable with those of other studies.5 " The Uristat assay requires an expensive ELISA reader but that apart, due to the cost of Uristat kits, each test is priced at £1C30. The dipstick has no capital costs and although microscopy requires a suitable microscope this is available in all microbiology laboratories. In our study microscopy had the most favourable values in all the categories selected to express performance of screening tests for urines.
Recently MacGowan et al 5 reported an ELISA technique to measure urinary lipopolysaccharide antibodies. They concluded that further development was required before the ELISA could be used for routine screening of urinary tract infection. This is supported by our findings.
In conclusion, we have not found any evidence to suggest that the Uristat test, in its present form, has any clear advantages over conventional bacteriological techniques for screening urine samples in an elderly population. 1 Haugen J, Strom 0, Ostervolb B. Bacterial counts in urine.
